Abstract
Introduction
Hypertension has been one of the most important public health challenges in the world. As of 2008, approximately 40% of adults aged 25 years have hypertension worldwide [1] .In addition, the burden of hypertension is greater in low and middle income countries than in high income countries [1] . It is estimated that 230 million patients suffer from cardiovascular diseases, out of which 200 million have hypertension in China [2] . Evidence from recent systematic reviews and original reports indicated an increasing trend in the prevalence of hypertension in China [3, 4, 5, 6] . Although there has been substantial research on the prevalence of hypertension, only a few large representative studies have compared the trends of hypertension between the urban and suburban, or rural population [4, 5, 6] .
One approach that may improve blood pressure (BP) control and be feasible for the socioeconomically disadvantaged patients is patients' involvement in their own care. Self-care behaviors have been documented as one of the main determinants of hypertension control [7] . Recently, more effort has been made to improve patients' overall self-care [8, 9] . Most of the research on self-care has been conducted in North America and Western Europe [10] [11] [12] [13] [14] . In China, studies assessing what activities individuals engage in to manage their BP, such as medication adherence, home BP monitoring, and exercise practices, are scarce [8, 9] . It is vital to understand how Chinese patients manage hypertension through self-care behaviors because it can provide information for developing policies on support for self-care, suggest what practical actions can be taken, and provide ideas on how to support self-care.
Using data from the Beijing Chronic Disease Surveillance Project (BCDSP), we sought to provide updated findings on the trends of hypertension and self-care behaviors among hypertensive patients. Thus, in the present study, we analyzed data from three cross-sectional surveys of the BCDSP, which were conducted in 2005, 2008 , and 2011. Our objectives were (1) to compare hypertension trends in the urban and suburban population, and (2) to examine the selfcare behaviors of patients who were aware of their hypertension.
Methods
The present study was approved by the Ethical Review Board of the Beijing Center for Disease Control and Prevention. Written informed consent was obtained from all participants prior to data collection. In addition, the participants were aware that they could stop the interview at any time and refuse to answer questions without having to provide a reason for the same.
Study design
The BCDSP comprised a series of cross-sectional surveys that were designed to address the prevalence, distribution, trends, and risk factors of chronic diseases among adults aged 18-79 years in Beijing. It was initiated in 1999, by the Beijing Center for Disease Control and Prevention. Since then, this population-based surveillance has been carried out every three years. Beijing Municipality consists of six urban districts, eight suburban districts, and two rural counties, all of which were classified according to their location and economic development. The study sample was drawn from 14 urban and suburban districts, and two rural counties. About 1/850 of the adult population in Beijing were investigated in each survey. The number of participants selected from each district or county was proportional to its population.
A multistage, random cluster process was utilized to draw the survey sample. About 2/3 rd (before 2011)-3/4 th (in 2011) of the sample population was employed, and these participants were sourced from workplace. The unemployed participants were sampled from households in the residential committee/village. First, government offices provided a list of towns (names and population size) in each district and county. Then, the sample was drawn from the towns by utilizing the probability proportional to size (PPS) method. Thus, about 300 (before 2011)-400 (in 2011) people were selected from each sampled town. The number of surveyed towns equaled 1/850 th of the total adult population, divided by 300 or 400 people in each district and county.
Second, 2-3 worksites and one residential committee/village were sampled from a list of worksites (name and population size) and communities (name and population size) in each of the selected towns utilizing the PPS sampling method. Third, about 100 people were sampled from each selected worksite using cluster random sampling, clustered by zone (floor or department). Fourth, one lane or one village was sampled from the selected community/village using PPS sampling method. Fifth, about 100 households were randomly selected from each sampled lane or village, and the Kish selection table was used for selecting an unemployed adult member within a selected household (including self-employed individuals and students aged 18 years or older). Following this, the participants were asked to undergo a physical examination in local clinical centers and respond to a standardized questionnaire administrated by the investigators. The items in the questionnaire were divided into eight domains: socio-demographic characteristics, tobacco use, alcohol use, dietary habits, physical activity, weight control, health status, and family history. The staff involved in the study had received adequate training before the surveys, according to standard protocols.
Participants
We analyzed data from three cross-sectional surveys conducted in 2005 (n = 16442), 2008 (n = 22301), and 2011 (n = 20242). All the three surveys used same protocols and similar questionnaires to collect data from the participants. The characteristics of the participants have been presented in Table 1 .
Measures
The following variables were selected from the BCDSP dataset.
Socio-demographic characteristics
The socio-demographic variables included in the present study were gender, age, educational level (in terms of years of education, specifically, 6 years, 7-12 years, and >12 years), race (Han and others), and marital status. The area of residence was classified as urban (eight districts in the downtown), and suburban (this included the rural areas because from the BCDSP dataset we could not correctly identify and exclude the participants who lived in the rural villages).
Anthropometric measurements
Height and weight were measured by trained health workers who followed standard protocols. Weight was measured in lightweight clothing, to the nearest 0.1 kg, and height was measured to the nearest 0.1 cm. The body mass index (BMI) was calculated from the weight and height. Further, the BMI (kg/m2) was categorized according to the Chinese criteria, as underweight (BMI < 18.5), normal weight (18.5 BMI < 24), overweight (24BMI<28), and obese (BMI 28) [15] .
BP
The BP was measured thrice in a sitting position after at least 5 minutes of rest, by using a standardized digital BP measuring machine (Omron Digital HEM-770A). The second and third BP readings were averaged. In the present study, hypertension was defined as an average systolic BP (SBP) 140 mm Hg, an average diastolic BP (DBP) 90 mm Hg, and/or self-reported current treatment for hypertension with anti-hypertensive medication. Similarly, awareness of hypertension was defined as a self-report of any prior medical diagnosis of hypertension. In addition, BP control among persons with hypertension was defined as an average SBP < 140 mm Hg and an average DBP < 90 mm Hg.
Self-care behaviors
Participants who did not smoke were considered non-smokers. With reference to alcohol intake, participants who reported no alcohol consumption were considered abstainers. Participants who reported taking their antihypertensive medications as prescribed by the physician were considered adherent, while all others were considered non-adherent. With reference to regular BP measurement, patients who reported measuring BP regularly were considered to be adherent. Participants were considered to exhibit weight management behavior if they reported to have taken measures (e.g., physical exercise, healthy diet) to control weight in the past 12 months. Items about regular BP measurement and weight management were added in the 2011 survey.
Statistical analysis
All statistical analyses were performed using SAS software, version 9.2 (SAS Institute, Cary, NC). Descriptive statistics were generated with sample size, percentage, and mean. The Chisquare and Cochran-Armitage trend tests were used where appropriate. Similar to previous reports, the survey design parameters including weight, stratum, and cluster were incorporated into all analysis [16, 17] . All estimates were weighted; the weights were derived based on the population composition in each survey year. PROC SURVEYFREQ and PROC SURVEY-MEANS were used for the calculation of prevalence and mean. The overall prevalence, awareness, and control rates of hypertension were adjusted for age and gender by direct standardization to the total population of the three surveys (n = 58985). The values were considered to be statistically significant at P = 0.05.
Results

Characteristics of the study participants
The characteristics of the study participants from 2005 to 2011 have been presented in Table 1 . The average age of the sample was about 44 years. The proportion of participants who had education 6 years decreased from 12.6% in 2005 to 8.2% in 2011 (P < 0.001). More than 95% of the participants were Han Chinese. The proportion of overweight and obese participants increased from 56.5% in 2005 to 61.3% in 2011 (P < 0.001). The participants who reported to indulge in smoking ranged between 58.1% in 2005 and 57.6% in 2011 among males (P = 0.85), and was found to have decreased among females, from 5.1% in 2005 to 3.2% in 2011 (P < 0.001). In contrast, male participants exhibited a reduction in the tendency to consume alcohol, evident from a decrease from 63.6% in 2005 to 61.2% in 2011 (P < 0.03). As for female participants, it ranged between 10.4% in 2005 and 10.0% in 2011 (P = 0.57). The prevalence of alcohol and tobacco use among suburban males was higher than that among urban males. However, there was no significant difference in the prevalence of alcohol and tobacco use between urban and suburban females (Table 1) . Trends in prevalence, awareness, and control of hypertension from 2005 to 2011 Table 2 presents the trends related to prevalence, awareness, and control of hypertension among participants, from 2005 to 2011. Overall, the participants with hypertension increased from 35.2% in 2005 to 37.4% in 2011 (P < 0.001). Further, the age and gender adjusted prevalence of hypertension increased from 31.9% in 2005 to 36.0% in 2011 (P < 0.001) among the urban adults, and it ranged between 40.8% in 2005 and 40.2% in 2011 among the suburban adults (P = 0.02). Moreover, in contrast to the urban adults, the suburban participants had a higher prevalence of hypertension. The standardized prevalence of awareness among the hypertensive patients increased moderately from 40.9% in 2005 to 42.7% in 2011 (P < 0.001). In addition, the proportion of the suburban patients reporting awareness of hypertension appeared comparable to that in the urban patients. The standardized control rate of hypertension increased from 9.4% to 14.0% (P < 0.001) over the 6-year period. It was observed that the patients in the urban areas had better hypertension control than those in the suburban areas.
Self-care behaviors among patients who were aware of their hypertension Table 3 shows the self-care behaviors among the patients who were aware of their hypertension. Significant differences in the proportion of participants engaging self-care behaviors existed between genders within the urban areas or suburban areas. About 10% of the patients reported having taken measures to control their weight for hypertension management. As compared to the other patients, the female patients in the urban areas reported the highest rate of regular BP measurement (52.6%). In addition, the patients who reported taking medication regularly increased from 26.9% in 2005 to 62.8% in 2011 among the suburban males (P < 0.001), and from 30.5% in 2005 to 73.9% in 2011 among the urban females (P < 0.001). Similar trends were also found among the urban females and suburban females. Most of the women reported nonsmoking ( 95%) and alcohol abstinence ( 90%). However, the trend of nonsmoking decreased from 50.5% in 2005 to 43.6% in 2011 among the urban males (P < 0.001). In contrast, the prevalence of nonsmoking increased from 39.5% in 2005 to 45.1% in 2011 among the suburban males, though the trend was not statistically significant (P = 0.055). Further, the patient-reported alcohol abstinence was found to exhibit a decreasing trend, from 34.2% in 2005 to 29.7% in 2011 among the suburban males (P = 0.040), and from 45.2% in 2005 to 39.2% in 2011 among the urban males (P < 0.001). Overall, the prevalence of alcohol abstinence was higher in the urban males than that among the suburban males.
Discussion
In this study, we examined the trends related to the prevalence, awareness, and control of hypertension among urban and suburban hypertensive patients. In addition, we compared the self-care behaviors of the patients from these two areas.
Overall, the study showed a significant increase in hypertension prevalence among adults in Beijing. This has also been reported by other recent studies on Chinese adults [3, 6] . The increasing prevalence of hypertension has been attributed to population growth, aging and unhealthy behaviors, such as smoking, harmful use of alcohol, physical inactivity, and excess weight [1] . In the present study, the proportion of overweight and obese persons increased from 56.5% in 2005 to 61.3% in 2011 (P < 0.001). This may partly explain the increase in the prevalence of hypertension.
The rate of hypertension in the urban adults increased moderately from 31.9% to 36.0% (P < 0.001), whereas that for the suburban adults seemed relatively stable, with a slight decrease (from 40.8% to 40.2%, P = 0.02). Further, despite the differences in the trends of hypertension prevalence, the rates remained higher for the suburban adults than for the urban adults. So far, there is conflicting evidence about the disparity of hypertension prevalence among urban and suburban/rural areas [4, 5] . A recent study suggested that population in the urban areas had higher prevalence of hypertension than in the rural areas [6] . However, as these studies differed in terms of the sample characteristics, survey periods, and other potential determinants, comparisons were impossible. Lack of hypertension awareness and control is a major problem in developing countries [18, 19] . The rates of hypertension awareness and control in the United States and Canada have improved to > 80% and > 50%, respectively [20, 21] . In contrast, more than half of the hypertensive patients in the present study were still found to be unaware of their condition, and about 10% of the patients were able to control their BP. Therefore, the hypertension awareness and control rates observed in the present study continue to cause concern.
In the current study, we found significant gender differences in the proportion of participants engaging self-care behaviors within the urban and suburban areas. This finding is consistent with that of previous studies [8, 10, 22] . Further, the rates were much lower for self-care behaviors related to measuring one's BP regularly and managing or losing weight. This may be due to the low knowledge of BP monitoring and weight control among the patients. On the other hand, we found a rapid increase in medication adherence among the patients who were aware of their condition from 2005 to 2011. This may be due to the aggressive marketing of antihypertensive drugs in China [23] . Noticeably, the control rate of hypertension did not increase as fast as medication adherence did. Similar results were reported by another study [17] . However, it is important to acknowledge that the control of hypertension is not only dependent on medication, but it also involves other factors (e.g., lifestyles, mental health) [24, 25] . In addition, we also should caution that the medication adherence maybe over reported by the patients. For example, response bias can occur due to the respondent's tendency to over-report good behavior. Table 3 showed that less than half of the males with hypertension reported abstinence from alcohol and tobacco use across the three surveys. The difference between the males in the suburban and urban areas in terms of their nonsmoking rate was significant in 2005 and 2008; however, it was found to have disappeared in 2011. This may be caused by the increase in the urban males' tendency for smoking from 2005 to 2011. In contrast, the rates of alcohol abstinence decreased among both suburban and urban males during this period. However, the reasons for these changes are not clear. Further surveillance data may be needed to clarify these changes. The findings of this study indicated that it is still a big public health challenge to promote smoking cessation and alcohol abstinence among male hypertensive patients. Therefore, more efforts may be needed for male patients.
Limitations
This study, however, has several limitations. First, the period for examining the trends in hypertension is relatively short. Second, the data on self-care in this study were obtained through a self-report questionnaire, and therefore, recall bias was inevitable. Third, The BCDSP has been conducted since 1995, however, the survey questions changed with the accumulation of scientific evidence on chronic diseases. Finally, we used our own criteria to assess self-care behaviors. The results may be affected by the lack of established adherence to the criteria.
Conclusions
The current study found that about one in third adults in Beijing had hypertension. We observed an increase in the hypertension prevalence from 2005 to 2011. The rates remained higher for suburban adults than for urban adults. Although the awareness and control rates of hypertension improved slightly in both urban and suburban patients with hypertension, the levels of hypertension awareness and control were still very low. More efforts are required to promote the control of hypertension. Females generally had better self-care ability as compared to male patients. Further research is needed to promote self-care behaviors in hypertensive patients and to ensure the quality of self-care, especially for male patients.
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